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F 000 [ INITIAL COMMENTS F 000
A recertification survey and comptaint
-| investigation #32675, #32819, and #33687, were
completed on April 23, 2014, at Holston Health
and Rehabilitation Center. No deficlencies were
cited related to complaint investigation #33687
and #32819. Deficeincies wers cifed related to
complaint investigation #32675 under 42 CFR
Part 483, Requirements for Long Term Facilities. 5/30/14
F 278 | 483.20(g) - (j) ASSESSMENT F278| Credible allegation of Compliance; F273
85=pD | ACCURACY/COORDINATION/CERTIFIED

The assessment must accurately reflect the
resident’s staius.

A registered nurse must conduct or coordinate
each assessment with the appropriate
participation of health professionals.

Aregistered nurse must sign and certify that the
assessment is completed,

Eagh individual who completes a portion of the
.y asssasment must sign and certify the accuracy of
that portion of the assessment.

Under Medicare and Medicaid, an individual who
willfully and knowingly certifies a material and
false statement In a resident assessment is
suhject to a civil money penalty of not more than
$1.000 for each assessment; or an individua! who
willfully and knowingly causes another individual
to cerlify a materlal and false statementina
resident assessment is subject to a civit maney
penally of not more than §5,000 for each

1. Resident #1368 has been
discharged.

2. MDS Coordinators and Wound
Care Nurse will review tha
current MDS assessments of
residents with pressure ulcers
for correct wound staging and
MOS coding,

3. MDS Coordinators and Wound
Care Nurse wilf review all naw
admissions with pressure
ulcers for correct wound
staging and MDS coding

4. MDS Coordinators and Wound
Care Nurse will audit the
Medical Records of all
residents with pressure ulcers
monthly for 3 months and

assessment. - they will report results to'the
Clinical disagreement does not consfitute a QA commiittea,
LABORATORY DIRECTOR'S OR PROVIDER/SUPPLIER REPRESENTATIVE'S SIGNATURE e

KAM

Ariy deficiency statement ending with an asterisk (*) denotes a deficiency which the Institution may be excused

istrator

sl

from ootrecting providing it is determined that

other safeguards provide sufficient protection to the palianis. (Ses instructions.) Except for nursing homes, the findings stated above are disclosable 90 days

following the date of survey whether or not a plan of correction is provided. For nurging homes, the abave findings and plans of cor
days following the date these documents are made available to the fadllity. If deficiencies are cited, an app

program participation,
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{X4} 1D SUMMARY STATEMENT OF DEFIC]ENCIES D PROVIDER'S PLAN OF CORRECTION X5}
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. ' DEFICIENCY)
F 278 | Continued From pags 1 Fa78

material and false statemaent.

This REQUIREMENT is not met as evidenced
by:

Based on medical record review and interviaw,
the facility failed fo accurately assess one
resident (#138) for pressure ulcers of thirty-three
sampled residents

The findings included:

Resident #136 was admitted to the facility on
Qctober 9, 2013, with diagnosss including
Aftercare Right Hip Fracture, Osteoarthritis,
Osteopenia, Hypertensive, Chronic Kidney
Disease, and Depression.

Medical record review of the Five Day Mininaum
Data Set (MDS) dated Qctober 16, 2013,
revealad the resident had no cognitive
impairment, required assistance with all activities
of daily living, and had no skin conditions.

Medicat record review of the Admission
assessment dated Qctober 9, 2013, revealed, the
resident was assessed as having diseoloration of
the right buttock to the coccyx area and pressure
relieving devices were placed in bed and
wheelchair.

(nterview with the Director of Nursing {(DON} and
MNurse Practitioner in the DON's offlce on April 22,
2014, at 3:30 p.an., confirmed the resident was
admitted with a deep tissue injury which opened
up to become an unstageable pressure uicer.

Interview with the MDS Coordinator in the MDS
office on April 23, 2014, at 10:20 a.m,, confirmed

FORM CMS-2567(02-39) Pravious Versions Qbsolele Event 1D:076211 Facility 1D; TiN4708

If conlinuation shest Page 2 of 12
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SUMMARY STATEMENT OF DEFICIENCIES

éﬁ?}& {EACH DEFICIENGY MUST BE PRECEDED BY FULL' En'gplx [JEHO gg@c@f&%@ﬁgﬂ@n& - cuwpiﬁa’m:
TAG REGULATORY OR LSC IDENTIFYING INFORMATION} TAG cms-ﬂﬁsﬁggﬁﬂglmmgge APFROPRIATE DAtE
F 278 | Continued From page 2 . F 278
t the Fiva Day MDS dated Qctober 18, 2013, was
_ | Inaccurate and did nof reflact the prassure ulcer. _ ' .
F 279 | 463.20(d), 483.20(k)(1) DEVELOP F 273 [Credible allegation of Compliance; F279
§5=0 | COMPREHENSIVE CARE PLANS ‘ . 5/30/14
. 1. ForResident #111, an
A facllity must use the rasults of the assessment :
to develop, review and revise the resident's ncontinence Assessment has
comprehensive plan of care. been completed and the Care
. Plan has been revised
The facllity must develop a comprehensive care .
plan for each resident that includes measurable appropriately.
objectivas and imetables to meat a residents 2. MD5 Coordinator and/or
medical, nursing, and mental and psychosocial ADON will review the Medical
naa;l:st::laétn?ra identified in the comprehensive Records of afl current
ass ' residents for an Incontinence
The care plan must describe tt[m t;art\ri!lcea ll'llgt :t[el Assessment.
to be furalshed to attain or ymalntaln tha resident's )
highest practicable physical, mental, and 3. MDS Coordinator and/or
psychosacial well-being as required under ADON will comptete an in-
§483.25; and any 35”‘;;%‘;‘:: would ?xggggg service with nurses on the
be required undar §483. arano
due tg the rasldent's exercise of rights under correct use of the
§463.10, Including the right to refuse traatment Incontinence Assessment and
under §483.10(b)(4). i appropriate update to the
Care Plan.
This REQUIREMENT is not met as evidenced 4. MDS Coordinator and/or
by: ADON will i
Basad on medical record review and interview, i w a:;d't new
the facllity failed to develop a comprahensive Missions for an
care plan for urlnary incontinence for one resident Incontinence Assessment and
(#111) of thirty-throe residents raviewed. appropriate Care Plan
The findings included: monthly for 3 months and wili
yis 4 to the faclity 0 report results to Q& e
t #111 was admitte e facility ¢ ] o
gg:?ﬁger 13, 2013, with admilting diagnases of committee.
FORN| GMIB-2867{02-23) Pravious Vetslons Obsolele Evant 10:976214 Faallity 10 TNiv8
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PREFIX
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PREFIX
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DATE

F 279

F 280
S$3=D

Continued From page 3

Urinary tract Infection, Atrlal Fibriliation,
Congestive Heart Failure, Coronary Artery
Disease, Muscle Weakness, Malignant

“Hypertension, Anxiely, and Chronic Leukocytosis.

Madical record review of the care plan revealed
no plan for urinary incontinence had been
developed.

Medical record review of the Minimum Data Set
(MDS) quarterly assessment dated March 12,
2014, in section H, Bladder and Bowel, ravegled
the resident was always incontinent of urine.

Interview with the MDS Coordinator on April 22,
2014, 4:20 p.m., in the MD$ office 4:20 p.m.,
confirmed the resident's care plan for urinary
incontinence had not been addressed.
483.20(d)(3), 483.10(k)(2) RIGHT TO :
PARTICIPATE PLANNING CARE-REVISE P

The resident has the right, unless adjudged
incompetent or otherwise found to be
incapacitated under the laws of the State, to
participate In planning care and treatment or
changes in care and treatment.

A comprehensive care plan must be developed
within 7 days after the completion of the
comprehensive assessment; prepared by an
interdisciplinary team, that includes the atterding
physician, a registered nurse with responsibility
for the resident, and other appropriate staff in
disciplines as determined by the resident's needs,
and, to the extent practicable, the participation of
the resident, the resident's family or the resident's
iegal representative; and periddically reviewed
and revised by a team of qualified persons after

F 279

F 280

Credible allegation of Compliance; F280

1. The Care Plan has heen

updated for Resident #111.
MDS Coordinators and/or
ADON will review Care Plans
of all current residents’ with
pressure wlcers for accuracy.
MDS Coordinator and/or
ADON will in-service nurses
on the correct way to ypdate
Care Plans,

MDS Coordinators and/or
ADON will audit the Medical
Records of all residents with

FORM CMS-2567(02-92) Prevlous Varsions Obsolste

Event ID:978211

Facillty ID: TN4706

5/30/14
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gach assessment,

This REQUIREMENT is not met as evidenced
by: :

Based on medical record reviaw, observation,
and interview, the facllity failed to revise the ¢are
plan for skin integrity, potential for breakdown dise
to limitad mobility, after the davelopment of a
stage i pressure ulcer for one resident (#111) of
thirty-three residents reviewsd.,

The findings included:

Resident #111 was admittad to the facility on
Decembaer 13, 2013, with admitting diagnases of
Urinary tract Infection, Atrigl Fibrillation,
Congestive Heart Failure, Cordnary Artery
Discase, Muscle Weakness, Malignant
Hypertension, Anxiety, and Chronic Laukocytosis,

Medical record review of the cars plan, updated
March 12, 2014, revealed "...prablem priority
rumber 03; Skin tntagrity, potentfal for breakdown
due to limitad mobility..." had not baen revised to
reflect actual skin breakdown.

Medica! record review of a wound care note
dated April 4, 2014, revealed the resident had a
".approx. (approximately} 1 om
(centimeter)ppened area @ (af) cocoyx...”

Observation of the wound on April 23, 2014, in

the resident's room, with the Wound Care Nurse'
prasent, revealed a stags |l pressure wcer
approximately 1 em in diameter and .25 ¢ deep.

WCFARTVIEN T U FEALLH AND HUMAN SERVICES PN et vt e gy
ORM APPRO
CENTERS FOR MEDIGARE & MEDICAID SERVIGES OMBND, 083500
STATEMENT OF DEFICIENCIES (X1} PROVIDERSUPPLIERICLIA MULTIPLE CONSTRUCTION e BUR
AND FLAN QF CORREGTION IDENTIFICATION NUMBER: mmmme ONSTRICT (X2) DATE BURVEY
" 445344 E. WING _ ) 0472312014
NAME OF PRGVIDER OR SUFPLIER . : BTREET ADDRESS, CITY, STATE, ZIP GODE I
HOLSTON HEALTH & REHABILITATIO 3318 BOYDS BRIDGE PIKE
: N GENTER KNOXVILLE, TN 37614
{X4)in SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION T
PREFIX (EACH DEFICIENCY MUST BE PRECEDED BY FULL i . (EACH CORREGTIVE ACTION SHO cwﬁm
TAG REGULATORY OR L5C IDENTIYING INFORMATION) P?Eg”( c'g"ss'“EFERE.?E‘EE,E" T%E APPR%LFI’:;IEB»\ETE oarg Y
MG ’
F 280 | Continued From page 4 £ 280 pressure ulcers for

appropriate updates to the
Care Plan monthly for 3
months and wili report results
to OA committee.

FORM CMS-2587(02-991 Previous Varslons Qnsolata Event 1D; 876241
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SUMMARY STATEMENT OF DEFIGIENCIES

>

PROVIDER'S PLAN OF CORRECTION

{%6)

PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL PREFIX {EACH CORREGTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY CR LSC {DENTIFYING INFORMATION) TAG CROSS-REFERENCED TQ THE APPROPRIATE DAYE
DEFICIENCY)
F 280 Continued From page 5 F 280
Interview with the Medical Director, by telephone
on April 23, 2014, at 8:50 a.m ., revealed the
pressure ulcer was unavoidablie due to the
resident's age and overall decline in health,
related to the diagnosis of Dementia.
Interview with the Director of Nursing on April 24,
2014, at 10:05 a.m., in the conference room
~confirmed the care plan had not been updated to
reflact the change in skin condition.
F 309 | 483.25 PROVIDE CARE/SERVICES FOR F 309 5/30/14
§6=D | HIGHEST WELL BEING , Credible allegation of Campliance: F309
Each resident must receive and the facility must .
provide the necessary care and services fo attain 1. Resident #1228 has been
or maintain the highest practicable physical, discharged,
mental, and psychosocial well-being, in
accordance with the comprehensive assessment 2. RN supervisors will review the
and plan of care, Medical Records of all current
residents on sliding scale insulin to
) QUIREMENT | enced ensure the correct Siiding Scale
E;:IIS REQUIRE i3 not met as evidenge Protocol is being used.
Based on medical record review and interview, .
the facility failed to follow physician's orders for 3. DON and/or ADON will in-service
one (#228) resident of thirly—three residents nurses on the admission process
reviewed. related to sliding scale protocol.
The findings included:
g 4. DON and/or ADON will audit new
Resident #228 was admitied to the facilit!y c?n admissions with sliding scale insulin
September 17, 2013, with diagnoses inciuding i
Coronary Artery Disease, Myocardial Infarction, orders monthly for 3 months and i
Congestive Heart Failure, ESRD (End Stage will report results to QA committee,
Renal Disease), Right Above Knee Amputation,
and Dighetes. The resident was discharged home
on October 2, 2013,
FORM CMS-2567(02-89) Prevlous Versions Gbsolets Event 10: 976211 Facility 10: TN4708 if confinuation sheet Page 6 of 12
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NAME QF PROVIDER OR SUPFLIER

HOLSTON HEALTH & REHABILITATION CENTER

3018 BOYDS BRIDGE PIKE
KNOXVILLE, TN 37914

STREET ADDRESS, CITY, STATE, Z2IP CODE

Medical record review of the Physician's
Admission Orders dated September 17, 2013,
revealed "...Diabstic monitaring Protocol...CS
(chemstrip) with SS (stiding scale) Protoco!...CS
AG (before meals)HS (bedtime)...Sliding scale
use Humalog Insulin...81-150=0 units, 151-200=2
units 8Q, 201-250=4 units SQ (subcutaneovis),
251-300=8 units 8Q, 301-350=8 units SQ,
351-400=10 units SQ...If (greater than) 400 glve
10 units SQ. Recheck in 2 hours; if (greater than)
400 call NP/MD for further orders...”

Medical record review of the Diabetic Sliding
Scale Monitoring Log dated September 2013
revealed the following; September 18, 2013,
12:00 p.m. Biood Sugar-298, 5 units (insulin)
administered, 9:00 p.m., Blood Sugar-213, 3 units
administered; September 20, 2013, 9:00 p.m.,
Blood Sugar-287, 5 units administered;
September 21, 2013, 5:00 a.m., Blood Sugar-262
5 units administered, 5:00 p.m., Blood Sugar-280,
5 unils administered; September 22, 2013, 9:00
p.m., Blood Sugar-292, 5 units administered.

Interview on April 23, 2014, at 1:15 p.m., with the
Director of Mursing, in the conference room
confirmed the physician's orders for the sliding
scale insulin had not been followed on September
18, 2013, 12:00 p.m., 8:00 p.m., Seplember 20,
2013, 2:00 p.m., September 21, 2013, 5:00 a.m.,
5:00 p.m., and Septamber 22, 2013, at 9:00 p.m,

{X4) ID SUMMARY STATEMENT OF DEFICIENGIES D " PROVIDER'S PLAN OF CORRECTION " sy
PREFIX {(EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX {EACH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSG IDENTIFYING INFORBMATION) TAG CROSS-REFERENCED TO THE APPROPRIATE DATE
DEFIGIENCY}
F 309 | Continued From page b F 308

C/O #32675 Credible allegation of Compliance: F311 5/30/14
F 311 | 483.25(g)(2) TREATMENT/SERVICES TO F 311 .
§8=D | IMPROVE/MAINTAIN ADLS . 1 Resident#iilhasbeen
evaluated and has resumed
Aresident is given the appropriate treatment and Physical Therapy.
FORM CMS-2587(02-98) Previous Versions Obsolele Event ID: 876211 _ Facility ID: TNA708 If continuation sheet Page 7 of 12
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245344 B. WING : 04/23/2014
NAME OF PROVIDER DR SUPPLIER STREET ADDRESS, CiTY, STATE, ZIP CODE - '

HOLSTON HEALTH & REHABILIYATION CENTER

3316 BOYDY BRIDGE PIKE

KNOXVILLE, TN 37814 .
. (X4Ip SUMMARY STATEMENT OF DEFIGIENCIES ) " PROVIDER'S PLAN OF CORRECTIGN ?
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY FULL EAFH CORREGTIVE ACTION SHOULD B nggﬂﬁu

TAG REGULATORY OR LSC IDENTIFVING INFORMATION) ngglx cliosa-ﬂemnebu%g& GT?)E APPR%LEH},QE'rE DATE
F 311 | Continued From page 7 F311} 2. Physical Therapy will review

services tp maintain or improve his or her sbilities all current residents that have

speocified in paragraph (a){1) of this saction. heen discharged from therapy

to ensure they have an order
ghis REQUIREMENT is not mat as svidenced and are receiving the
V. .

Based on medical record review and interview, 2ppropriate treatment and
the facility failed to evaluate and provide services to maintain or
appropriate treatment and services to maintain or improve their functional
improve functional capacity for one residnst capacity
(#111) of thirty-three residents reviewed. . : o

. 3. Director of Rehabilitation will
The findings included: in-sarvice therapists on
Rasident # 111 was admitted ta the facllity on ap[?rop riate process to r f_’fer
December 13, 2013, with admitting diagnoses of residents to the restorative
Urinary tract Infection, Atrial Fibrillation, nursing program.
Congestive Heart Fallure, Coronary Artery oo ,
Disease, Muscle Weakness, Malignant 4. Direttor of r-{eha b:lu'fatu:m will
Hypartenslon, Anxiety, and Chronic Leukogytosis. audit all residents discharged

from therapy for appropriate

Madical record review of a Physlcal Therapy orders.an d?’i ferrarf P

Discharge note, dated January 28, 2014, : ' oa
revaaled the resident had falled to progress with restorative nursing program
treatment gc."als due to ct:il:lgnlti\ira d%f;?it and manthly for 3 months and wil
inability to fallow instructions, was being
dischargad from physical therapy, and would be report the results to the QA
referred to restorative nursing for range of motion committea.

{ROM) services,

Interview with the Physical Tharapy Director on
Aprll 22, 2014, at 3:51 p.m., In the conférence
room revealed the resident had been discharged
fram physical therapy on January 28, 2014, due
ta the resident's inability to progress, and was
referred to restorative nursing for ROM services if .
the resident was cogniltively abie to participate.

interview with Restorative Certified Nurse

FORM CMS-2567(02-99) Pravious Vessions Obzalels Event 10: 976214 FacHity ID: TM4r0s
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fraatment and services to prevent urinary tract
infections and to restore as much normal bladder
function as possible,

This REQUIREMENT s not met as evidenced
by:
Byased on madisal record review and interview
the facility failad to assass far bladder training
and provide appropriate treatment to achieve or
maintain as much urinary functlon as possible for
one rasident (#111) of thirty-threa rasidents
reviewed.

The findings included:

Resident #111 was admitted to the factity on
December 13, 2013, with admitting diagnoses of
Urinary tract infection, Atrial Fibrlllation,
Congestive Heart Failure, Goronary Artery
Disease, Muscle Weakness, Malignant

ADON in-service nurses on the
correct use of the
Incontinence Assessment
including changes in urinary
continence requiring
reassessment.

MDS and/or ADON will audit
the Medical Records of 10
residents for correct use of
the Incontinence Assessment
and appropriate update to the
Care Plan monthly for 3
months and will report results
to QA ~t;ommittee.

OMB NO, 0938-03g;
STATEMENT OF DEFIGIENCIES {X1) PROVIDERISUPPLIER/CLIA (X2} MULTIPLE CONSTRICTION - |o43) DATE SURVEY
AND PLAN OF CORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
NAME OF PROVIDER OR SUFPLIER STREET ADDRESS, CITY, STATE, ZIP CODE . 1
3 2016 BOYODS BRIDGE PIKE .
HOLSTON HEALTH & REHABILITATIDN CE.NTER KNOXVILLE, TN 37814 |
@D SUMMARY STATEMENT OF DEFICIENCIES D " FROVIDER' PLAN OF GORRECTION oo
PREFIX {EACH DEFICIENCY MUST BE PRECEDED BY ELILL PREFIX {EASH CORRECTIVE ACTION SHOULD BE. COMPLETION
TAG REGULATORY OR LSC IDENTIFYING (NFORMATION) TAG GROSS-REFEREédgHEg’Egg%gAPPROPRIATE DATE
F 311 | Continued Erom page 8 F311|
123 , at 10: - .
gsr:fatlil}th(eRcfiﬁggg.c:mpmﬂléve,jg;f:hgtchK Credible allegation of Compliance: F315
did not have an order for restorative mursing for - S/30/14
the resident and confirmed the resident had not 1. ForResident #111, an /30/
received an evaluation or ROM sarvices since Incontinence Reassessment
gggzigra; :t!haergg{ 4semce were discontinued on has been completed and the
F 315 | 483.25(d) NO CATHETER, PREVENT urm, F35 Care Plan has been revised
S58=D RESTORE BLADDER appropﬁatelv'
Based on the residsnt's comprehansive 2. MD5 and/or ADON will review
assessment, the facllify must ensure that a the Medical Records of all
residerit who enters the factlity glhm:lt m current residents for an
indwelling catheter is not catheterized unless the . ) -
resident's clinical condition demonstrates that sppropriate Incontinence
cathetsrization was necessary; an_d aresidont Assessment.
who is incontinent of bladder receives appropriaie 3. MDS Coordinator and/or

FORM CM&-2667(02-09) Pravious Versions Obzalete

Evant (D:576211
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STAT F DEFICIENCIES : - o
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445344 B. WING 04/28/2014
NANE OF PROVIDER OR SURPLIER — STREET ADDIESS, CITY, STATE, ZIP CODE ]
T . 3916 BOYDS BRIDGE PIKE
HOLSTON HEALTH & REHABILITATION CENTER KNOXVILLE, TN 37914
(X4) 1D SUMMARY STATEMENT OF DEFIGIENCIES D " PROVIDER'S PLAN OF CORREGTION - (5}
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULI. PREFIX (EACH CORREGTIVE AGYION SHOULD BE GOMPLETION
TAG REGULATORY OR L3C IDENTIFYING INFORMATION) TAG CROS3-REFERENCER TO'THE APPROPRIATE DATE
DEFICIENCY)
F 315 | Continued From page 9 F 315
Hypertension, Anxiety, and Chronlc Leukocytosis.
Medical record reviaw of the Quarterly Minimum
Data Set (MDS) dated March 12, 2014, section H,
Bladder and Bowel, revealed the rasident was
always incontinent of urine.
Interview with MDS coordinator #2 on April 22,
2014, at 4:20 p.m.,, in the MDS offlce confirmad
the facility had failed to reassess the resident for
bladder training after the change in utinary .
cunﬁ;ance gu%ungﬂted in the quarterly MDS Credible allegation of Compliance: F514 5/30/14
datad March 12, 2014.
F 514 | 483.75(1)(1) RES F81411. Resident #228 has been
s5=) | RECORDS-COMPLETE/ACCURATE/ACCESSIB di
LE fscharged., '
2. DON/ADON will review the
The facility must malintain clinical records on each Medical Records of all current
rasident in accordance with accepted professional i L
standerds and practices that are complete; festdents receiving insulin to
accurately documented; readily accessible; and ensure documentation is
systamatically organized. complete.
The clinical regord must contain sufficient 3. DONand/or ADON will in-service
information to identify the resident; a recard of the nuries on rraintaining complete
;ﬂzg;’sp?j‘fsig:ztpt%r;tf;%?lgzﬂa?‘fyﬂ5"'9 and andaccurate clinical records on
preadmission scréening conducted by the State; each resident,
and progress notes, h DOR and/or ADGN will audit the
Medical Records of 10 residents
This REQUIREMENT is not met as evidenced receiving insulin monthiy for 3
by: 5 | 4 raviow and interview manths for complete and
Based on medical record revl ) . i
the facility failed to ensure documentation in the accurate documentation and will
medi¢al record was complete for one:(#228) report resujts to QA committee. .
resident of thirty-three residenis raviewsd. ! ‘
FORM CMS-2587(02-93) Pravipus Varslons Obsclete Evant ID: 976211 Faclity 10; T8
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STATEMENT GF DEFICIENCIES ] {X1}) PROVIDER/SUPPLIER/CLIA

The findings included:

Resident #228 was admilted to the facility on
September 17, 2013; with diagnoses including
Coronary Artery Disease, Myocardial Infarction,
Congestive Heart Failure, ESRD (End Stage
Renal Disease), Right Above Knee Amputation,
and Diabetes. The resident was discharged home
on Qctober 2, 2013.

Medical record review of a Physician's Order
(undated) and signed hy the Nurse Practitioner on

September 20, 2013, revealed ”...Give 12 units of |

Humalog insulin SQ (subcutaneous) now. Blood
Sugar 444.. check blood sugar (every) 2 (hours)
(and) cover (with) humalog sliding scale until
blood sugar {less than) 200..."

Medical record review of the Medication
Administrafion Record dated September 19,
2013, revealed "...Give 12 units of humalog
insulln SQ now 10:45 (p.m.) check blood sugars
(every) 2 {hours), cover (with) humalog sliding
scale until blood sugar (less than) 200..,12:45
(2.m.) 255 (blood sugar)(no documentation how
much insulin was administered)...9-20-13 0245
BG (blood glucose) 39._.asympiomatic
(requested) applesauce; 1 bx (box) juice 4 oz
(ounces)...1 peanut butter sandwich given...0300
BG 45 1 glucose gel po (by mouth) given 0315
BG 67 cont, (continued) asymptomatic 0330 BG
71 cont. asymptomatic 0340 BG 116 cont.
asymptomatic..."

Interview on Aptil 23, 2014, at 10:10 a.m., with
the Director of Nursing, in the conference room
confirmed no documentation of {he insulin
administered on September 20, 2014, at 12:45
a.m., when the blood sugar was 2565.

X2) MULTIPLE CONSTRUCTION
AND PLAN OF CORREGTION IDENTIFICATION NUMBER: ba) STRY O CoNPLEreD.
A. BUILDING
445344 B. WiNG 0412312014
NAME OF PROVIDER OR SUPFALIER STREET ADDRESS, CITY, STATE, 2IP CODE )
' 3916 BOYDS BRIDGE PIKE
HOLSTON HEALTH & REHABILITATION CENTER .
KNOXVILLE, TN 37914
0td) ID SUMMARY STATEMENT OF DEFICIENCIES D PROVIDER'S PLAN OF CORREGTION 5)
PREFIX (EACH DEFIGIENCY MUST BE PRECEDED BY FULL PREFIX {EACH GORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY OR LSC IDENTIFVING INFORMATION) TAG CROSE-REFERENCED TO THE APPROPRIATE DATE
DEFICIENGY)
F 814 | Continued From page 10 F 514

FORM CMS-2667(02-93) Pravious Versions Ohsolete Event ID; 976211
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LR MY 3 IV ALY W] AV L FURN AMPROVYED
CENTERS FOR MEDICARE & MEDICAID SERVICES . OMB NO. 0938-0301
STATEMENT OF DEEICIENCIES (X1} PROVIDER/SUPPLIER/CLIA (32) MULTIPLE CONSTRUCTION (X3) DATE SURVEY
AND PLAN OF GORRECTION IDENTIFICATION NUMBER: A BUILDING COMPLETED
445344 B. WiNG : 04/23/2014
NAME OF PROVIDER OR SUPPLIER STREET ADDRESS, GITY, STATE, ZIP CODE
3816 BOYDS BRIDGE PIKE
H E L )
HOLSTON HEALTH & REHABILITATION CENTER KNOXVILLE, TN 37914
(X4) i SUMMARY STATEMENT OF DECIGIENCIES D . PROVIDER'S PLAN OF CORREGTION X5}
PREFIX {EACH DEFICIENGY MUST BE PRECEDED BY FULL, PREFIX (EAGH CORRECTIVE ACTION SHOULD BE COMPLETION
TAG REGULATORY ORLSC IDENTIFYING INFORMATION) T TAG GROSS—REFEREggEIgl‘Ez g;—l)e AFFROPRIATE DATE
F 514| Continued From page 11 - F 514
C/O #32675
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